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Introduction 

Diabetes  mellitus  is  a  chronic  and  incurable 
disorder  involving  a  relative  or  absolute  lack  of 
insulin.  It  is  a  metabolic  disturbance  involving 
decreased  synthesis  of  carbohydrates,  protein,  and  fat 
resulting  in  gluconeogenesis  and  hyperglycemia 
(Thompson,  McFarland,  Hirsch,  Tuckei ,  &  Bowers,  1986). 

There  are  a  number  of  classifications  of  diabetes 
mellitus,  the  most  common  being  insulin-dependent  or 
type  I  diabetes,  and  non-insulin-uepeiidej»t  or  type  II 
diabetes  mellitus. 

According  to  the  Aiuerican  Diabetes  Association 
(ADA) ,  diabetes  mellitus  affects  more  than  14  million 
Americans,  with  over  50%  unaware  that  they  have  the 
disease.  With  at  least  one  diagnosis  of  diabetes 
mellitus  made  every  60  seconds,  almost  750,000  new 
cases  will  be  diagnosed  this  year.  The  fourth  leading 
cause  of  death  by  disease  in  the  United  States,  150,000 
people  will  die  this  year  because  of  diabetes  mellitus 
(ADA,  personal  communication,  March  17,  1993). 

As  the  average  age  of  the  Amerrcaii  population 
increases,  these  statistics  develop  a  whole  new 
dimension.  According  to  Dellasega  (1990),  diabetes 
mellitus  affects  14%  of  the  elderly  population  with  90% 
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of  older  diabetics  suffering  from  non-insulin-dependent 
diabetes  mellitus  (NIDDM)  .  Approximately  50'o  of  all 
diabetics  are  over  aye  55  (ADA,  personal  communication, 
March  17,  1993).  As  noted  by  Dellasega  (1990),  "In 
addition  to  an  increased  likelihood  of  contracting 
diabetes  with  advancing  age,  an  elderly  client  who 
develops  the  disease  will  be  challenged  by  a  self-care 
regime  that  may  be  rendered  more  difficult  by  normal 
physiologic  changes  of  aging”  (p.  16). 

Ultimately,  many  diabetics  develop  complications 
such  as  heart  disease  and  stroke,  kidney  failure, 
peripheral  neuropathies,  blindness,  and  blood  vessel 
damage.  According  to  Thompson  et  al  (1986),  many  of 
these  conditions  can  remain  or  return  to  normal  with 
proper  management  of  the  underlying  disease.  In 
addition  to  routine  medical  care  and  adherence  to  a 
prescribed  regime  of  diet  and  exercise,  education  of 
the  diabetic  patient  is  an  important  facet  of  their 
overall  treatment. 

In  the  medical  system  today,  not  all  patients 
reqiiiring  treatment  are  being  hospitalized.  If  a 
patient  does  get  adnutted,  hospital-based  nurses  are 
faced  with  sicker  patients  who  are  staying  shorter 
periods  of  time.  As  a  result,  the  community-based  nurse 
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is  finding  that  he/she,  too,  must  care  for  sicker 
patients.  To  better  prepare  these  patients  for  life 
after  discharge,  patient  education  must  be  iiiitiated  as 
soon  as  possible.  Many  times  this  begins  the  day  the 
patient  is  admitted  to  the  liospital  and  continues  after 
they  are  discharged.  For  those  not  admitted,  patient 
education  often  begins  at  the  physicians'  office. 

This  paper  explores  diabetes  mellitus  in  relation 
to  concepts  of  self-care  and  adult  education,  in 
addition,  applications  to  the  inpatient  and  outpatient 
setting  will  be  addressed,  and  implications  for 
advanced  nursing  practice  will  be  presented. 
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Liteiatuie  Review 

Diabetes  Mellitus 

Diabetes  mellitus  is  not  one  disease,  but  a 
syndiume  or  yroup  of  diseases  with  different  etiologies 
that  have  common  signs  and  symptoms.  What  is  commonly 
refer  red  to  as  "diebetes  mellitus"  is  the  "final  common 
pathway  uf  many  diseases  that  affect  insulin  sectetiuii 
or  action  resulting  in  altered  metabolism,  especially 
carbohydrate  metabolism"  (Guthrre  &  Guthrie,  1983,  p. 
617)  . 

In  1979  the  National  Institutes  of  Health  (NIH) 
defined  diabetes  mellitus  as  an  altered  state  of 
carboliydi ate  metabolism  whereby  one’s  fasting  plasma 
glucose  level  is  greater  than  140  mg/dl,  ur  at  least 
two  values  on  a  glucose  tolerance  test  that  exceed  200 
mg/dl  between  zero  time  and  two  hours  (Gutlirie  & 
GutVirie,  1983).  In  addition  to  defining  diabetes 
mellitus,  the  NIH  reclassified  tlie  disorder  into  three 
major  groups:  type  I,  type  II,  and  other. 

Although  tlie  disorder  may  occur  at  any  age, 
persons  wit’ll  type  I  (insulin-dependent)  diabetes 
mellitus  are  usually  young  and  are  dependent  upon  daily 
insuliii  injections.  Without  such  injections,  )cetosis  oi 
ke tciac idos is  will  develop  and  the  iiidividual  will  die. 
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The  primary  deficit  in  type  I  diabetes  mellitus  appears 
to  be  an  abnormality  in  the  ilhinune  system  resulting  in 
prereceptor  abnormalities  and  the  metabolic  defects 
indicative  of  tiie  diabetes  syndrome.  These 
abnormalities  may  be  due  to:  beta  cell  destruction  with 
insulin  deficiency,  inability  of  the  beta  cell  to 
secrete/release  insulin,  an  abnormal  insulin  molecule, 
or  binding  of  insulin  in  the  serum  or  excess  insulin 
destruction  before  it  reaches  its  target  (Guthrie  & 
Guthrie ,  1983 ) . 

Type  II  ( non- insul rn-dependent )  diabetes  mellitus 
may  be  subgrouped  into  obese/nonobese  and  insulin- 
1 equii ing/uon-insul in-requiring .  Persons  with  NIDDM  inay 
have  receptor  or  postr eceptc)r  abnormalities  manifested 
as  a  deficieticy  of  insulin  receptors  on  the  target  cell 
membranes,  an  abnormal  receptor,  antibodies  to  the 
i-eceptor,  defects  in  the  secondary  messenger  witliin  the 
Cell,  or  receptuis  on  the  intracellular  organelles  to 
the  second  messenger.  Increased  caloric  intake 
increases  iiisulin  secretion  which  induces  decreased 
insulin  reception,  thus  decreasing  insulin  action.  As  a 
result,  carbohydrate  intolerance  increases  (i.e., 
diabetes  mellitus  results).  It  Ijas  been  estimated  that 
there  may  be  as  many  as  35-40  etiologies  or  different 
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diseases  comprising  the  NIDDM  syndrome.  Persons  with 
NIDDM  may  have  decreased,  normal,  or  iircreased  insulin 
levels,  and  are  usually  middle-aye  and  overweight  at 
the  time  of  diagnosis.  Type  II  diabetics  who  need 
insulin  j.njections  require  it  to  prevent  hypergylceiiiia , 
not  to  sustain  life  as  is  the  case  with  the  type  I 
diabetic  (Gutlirie  &  Gutlirie,  1983).  Type  II  diabetes 
mellitus  affects  approximately  90-95')-,  of  the  14  million 
Americans  who  liave  diabetes  (ADA,  personal 
communication,  Marcli  17,  1993).  Diabetes  mellitus  in 
t.he  "other”  category  includes  many  diseases  which  cause 
caibohydiate  intolerance  and  do  not  fall  into  either 
the  type  I  or  type  II  categories  (Guthrie  &  Gutluie, 
1983)  . 

Diabetes  mellitus  is  a  chronic  disorder  for  wliich 
there  is  no  known  cure.  Many  Aiiierican  witli  the 
diagnosis,  however,  are  able  to  live  fulfilling  lives, 
although  the  demographic  data  aiay  seem  otherwise.  It  is 
estimated  that  more  titan  14  million  Americans  have 
diabetes  mellitus,  about  half  of  whom  are  not  diagnosed 
(ADA,  personal  communication,  March  17,  1993;  Eransome, 
1992;  Collins,  1993;  Karam,  1991).  Helms  (1992),  citing 
a  study  by  the  ADA  in  1937,  states  that  the  prevalence 
of  diabetes  was  26.8  patients/  1000  population.  It  has 
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been  e&tiiuated  tiiat  750,000  new  cases  aie  diaynosed 
each  year  (ADA,  personal  coiunmnication,  March  17, 

1993)  . 

Regarding  the  estimated  growth  on  incidence  of 
diabetes  mellitus.  Helms  (1992)  projects  that  "the 
prevalence  of  diabetes  will  remain  relatively  constant 
at  approximately  1  million  patients  in  younger 
populations  (less  than  45  yr  old)  through  the  middle  of 
the  next  century.  As  tire  post-world  War  II  baby  boom 
ages,  the  number  of  older  diabetics  (45  and  older)  will 
almost  double  from  5.5  million  in  1987  to  an  estimated 
11.6  million  in  the  year  2030"  (p.  6).  Over  the  next 
twenty  years  (1990-2010)  the  highest  growth  rates  are 
expected  to  be  in  tlie  45-64  year  age  group.  After  the 
year  2010  the  growth  rate  of  diabetes  mellitus  in 
patients  age  65  and  older  is  expected  to  accelerate 
(Helms,  1992).  Bransome  (1992)  states  that  the 
increasing  number  of  minorities  with  diabetes  mellitus 
iiiay  cause  the  estimates  by  Helms  regarding  the 
prevalence  of  diabetes  mellitus  after  the  year  2000  to 
be  underestimated.  At  present,  Dellasega  (1990)  states 
that  diabetes  iiiellitus  affects  14's  of  tire  elderly 
population,  with  90",  of  older  diabetics  suffering  from 
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The  deniogi aphic  characteristics  and  economic 
impact  of  diabetes  mellitus  is  astounding.  It  is 
estimated  that  the  annual  cost  of  caring  for  diabetics 
is  in  excess  of  $20  billion  and  accounts  for  5%  of  the 
total  healtli  care  costs  in  the  United  States  (ADA, 
personal  communication,  March  17,  1993);  Bransome 
(1992  )  estiiiiates  that  direct  costs  in  1987  approximated 
$9.6  billion  and  indirect  costs  exceeded  $10  billion. 
Coiiibining  direct  and  indirect  health  care  costs, 
diabetes  mellitus  annually  adds  $20.4  billion  to  the 
iiation's  health  care  bill  (ADA,  personal  comiiiunication , 
March  1’’,  1993;  Collins,  1993).  Diabetes  mellitus  has 
been  cited  as  tlie  nation's  fourth  leading  cause  of 
death  froiii  disease  (ADA,  personal  comiiiunication,  March 
17,  1993;  Collins,  1993). 

Ultimately,  many  diabetics  develop  complications 
such  as  heart  disease  and  stroke,  kidney  failure, 
peripheral  neuropathies,  blindness,  and  blood  vessel 
damage.  Many  times  the  diabetic  first  becomes  aware 
that  he/she  has  the  disease  when  one  of  its  life- 
tlueatening  complicaLions  develops  (ADA,  personal 
co.iimunication ,  Marcli  17,  1993).  Most  hospitalisations 
for  diabetxc  complications  are  for  car diovascular 
disease  (Bransome,  1992).  It  is  estimated  that 
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diabetics  are  10  times  more  likely  to  have 
atherosclerosis  (Bransome,  1992),  2-4  times  more  likely 
to  have  heart  disease,  and  2-6  times  more  likely  to 
suffer  a  stroke  than  their  non-diabetic  counterparts 
(ADA,  personal  communication,  March  17,  1993;  Diabetes : 
Facts .  1938 ) . 

Diabetics  are  22  times  more  Ij-kely  to  develop  skin 
ulcers  or  yanyrene  and  15  times  more  likely  to  liave 
peripheral  vascular  disease  (Bransome,  1992).  It  is 
estimated  that  45%  of  all  nontraumatic  foot  aird  ley 
amputations  occur  to  diabetics  (Diabetes:  Facts.  1988). 
A  diabetic  is  15  tiines  more  likely  to  suffer  a  ley 
amputation  thaii  a  non-diabetic  (ADA,  personal 
communication ,  Marcli  17,  1993). 

Bransome  (1992)  also  states  that  hospitali2ation 
for  eye  disease  is  "mucli  more  commoji"  (p.3)  for  the 
diabetic;  12,000  diabetics  become  blind  each  year  (ADA, 
personal  communication,  March  17,  1993),  makiny 
diabetes  mellitus  tiie  primary  cause  of  new  blindness  In 
the  adult  population  ayed  25-74  (ADA,  personal 
comiiuinication ,  March  17,  1993;  Diabetes:  Facts.  1988 
Little,  1991)  . 

Renal  disease  is  also  a  major  complication  for  the 
diabetic.  It  is  estimated  that  10",  of  Llie  diabetic 
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population  suffers  from  kidney  disorders  (ADA,  personal 
communication,  March  17,  1993;  Diabetes:  Facts.  1988) 
and  25%  of  all  new  dialysis  patients  are  diabetic 
(Diabetes:  Facts.  1986).  In  1986,  nearly  30,000 
diabetics  began  initial  treatment  for  end  stage  renal 
disease  (ADA,  personal  communication,  March  17,  1993). 
Wliile  Little  (1991)  states  that  diabetics  are  17  times 
more  likely  to  have  renal  disease,  Bransome  (1992) 
notes  that  diabetics  age  45  and  younger  are  16  times 
more  likely  to  suffer  reiral  disease  tlran  tlie  young, 
non-diabetic  adult.  According  to  Thompson  et  al  (1986), 
many  of  these  conditions  or  complications  need  not 
occur  Oi.  can  return  to  normal  with  proper  management  of 
tire  underlying  disease. 

For  the  future,  these  sobering  statistics  mandate 
tljat  emphasis  must  slrift  to  finding  cost-effective  ways 
to  treat  the  diabetic  patient  and  reduce  complications 
(Helms,  1992).  Education  regarding  the  clrallenging 
self-care  regime,  therefore,  takes  on  an  even  greater 
dimension  of  importance. 

5elf-Cdire  Concents 

Innovative  methods  of  health  care  delivery  that 
are  both  cost-effective  and  efficacious  will  be  a 
high  priority  for  the  21st  century.  One  trend  in 
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health  care  delivery  that  one  suspects  will  gain 
even  greater  momentum  in  the  future  is  the  move 
toward  self-care  and  home-care  management  for 
people  with  chronic  illnesses.  (Anderson,  1990, 
p.  71) 

Funnell  et  al  (1991),  citing  J.W  Hoover  and  R.M. 
Anderson,  state  that  many  diabetics  are  "frustrated  and 
dissatisfied  witli  their  care  and  education"  (p.  37); 
additionally,  diabetes  educators  are  frustrated  with 
their  "seeming  inability  to  ’motivate'  patients  to 
comply”  (p.37).  One  possible  reason  for  this 
encompassing  frustration  may  be  the  nursing  theory  or 
philosophy  used  in  the  treatment  and  education  of 
diabetics.  Two  theories  that  have  been  successfully 
applied  with  diabetics  include  Dorothea  Orem’s  self- 
care  '■’-ificit  theory  of  nursing  (  Allison,  1973; 
Backscheider ,  1974;  Fitzgerald,  1980)  aiid  tire  patient 
empowerment  model  (Funnell  et  al,  1991).  Both  models 
focus  on  the  patient  and  his/her  needs  and  goals.  When 
nurses  place  the  primary  focus  on  the  patient  and 
his/her  goals  they  will  be  less  likely  to  impose  their 
own  educational  agendas  and  goals  on  the  diabetic 
patient  (Fitzgerald,  1980).  The  goal  for  nurses  should 
be  to  provide  the  patient  with  "sufficient  knowledge  to 
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make  rational  decisions,  sufficient  control  and 
resources  to  implement  their  decisions,  and  sufficient 
experience  to  evaluate  the  effectiveness  of  their 
decisions"  (Funnell  et  al,  1991,  p.  33), 

Tliere  are  a  variety  of  ways  to  define  'self-care.  ' 
Most  simply,  it  is  the  ability  one  has  to  care  for 
oneself.  Allison  (1973),  citing  a  definition  by  Orem, 
states  that  self-caie  is  "the  health  caie  actions  an 
individual  would  perform  for  himself  ( s ic 1  on  a 
continuiiig  basis"  (p.  54).  Taking  the  definition  a  step 
further,  Aiiderson  (1990),  quoting  Steiger  and  Lipson, 
defines  self-care  as  "those  actions  initiated  or 
perforiiied  by  an  individual,  family,  or  community  to 
achieve,  maintain,  or  promote  maximum  health  potential" 
(p.  "^2 )  , 

According  to  Eben,  Gashti,  Nation,  Mar r iner-Tomey , 
and  N'jrdmeyer  (1989),  Orem's  self-care  deficit  theory 
(jf  musing  is 

umpused  of  tlu  ee  related  theories:  (1)  the  theory 
v£  S'elf-care  (describes  and  explains  self-care); 
(2)  the  theory  of  self-care  deficit  (describes  and 
explains  why  people  can  be  helped  through 
nursing);  and  (3)  the  theory  of  nursing  sy& terns 
(describes  and  explains  relationships  that  inust  be 
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brought  about  and  maintained  for  nursing  to  be 
produced) .  (p.  120) 

Backscheider  (1974)  explains  the  relationship  between 
the  theories  as  such:  the  therapeutic  self-care  demand 
sets  the  requirements  for  the  patient's  self-care 
agency  (the  capacity  of  the  patient  to  engage  in 
healtlr-related  actions  for  self);  a  deficit  in  the 
self-care  dgency  establishes  a  need  for  a  nursing 
agency  or  system;  and  the  quantity  and  type  of  nursing 
actions  is  determined  by  the  nature  of  the  deficit.  The 
basic  premise  of  Oiem's  model  shows  Lliat  when  a 
person’s  self-care  capabilities  are  less  tlian  the 
therapeutic  self-care  demand  (i.e.,  less  than 
adequate),  the  nurse  compensates  for  the  deficit  either 
by  performing  or  by  teaching  others,  such  as  a  family 
member,  to  perform  some  or  all  of  the  self-care 
measures  for  tire  patient. 

The  empowerment  approaclr  to  nursing  care  is 
similar  to  the  self-care  deficit  tlieory  of  nursing  in 
that  the  patient  is  viewed  as  an  equal  aird  active 
partner  in  the  treatment  program.  According  to  Funnell 
et  al  (1991),  key  concepts  of  empowerment  relevant  to 
diabetes  education  include  tlie  following:  eitiphasis  on 
tire  whole  person,  emphasis  on  personal  strengths. 
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patient  selection  of  learniny  needs,  setting  shared  or 
negotiated  goals,  end  the  transference  of  leadership 
and  decision  making  from  the  educator  to  the  diabetic 
patient.  Additional  key  concepts  include  the  self- 
generation  of  problems  and  solutions,  analysis  of 
failures  as  piriblems  to  be  solved  ratlier  than  as 
personal  deficits,  discovery  and  enhaiiceme;it  of 
internal  reinforcement  and  motivation  for  behavior 
change,  promotion  of  escalating  par t ic ipa L ion  and 
responsibility  on  the  part  of  the  patient,  emphasis  on 
support  networks  and  resources,  and  promotion  of  the 
patient's  fundamental  and  inherent  drive  toward  healtli 
and  wellness. 

The  key  to  implementing  Orem's  self-care  model  or 
the  patreiit  empowerment  model  is  t.c)  maintain  the  view 
tliat  the  diabetic  patient  is  capable  of  actively 
par  ticrpating  in  his/her  Irealtlr  care  (Frtzgerald,  1980; 
Funnell  et  al,  1991).  The  role  of  nursing,  according  to 
Fitzgerald  (1980),  Ijecomes  one  of 

assisting  tlie  individual  and  family  members  to 
capitalize  on  their  strengtlis  and  overcome  tlieir 
limitations.  By  involving  the  individual,  a  more 
realistic,  achievable  plan  can  be  devel<jped  that 
will  enable  the  person  with  a  health  deviation  to 
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adjust  to  dlterations  In  life  style  and  to 
participate  maximally  in  self-care.  (p.  64) 

With  the  empowerment  model,  Funnell  et  al  (1991)  report 
that  much  of  tlie  education  pioyram  is  focused  on 
assisLiny  the  diabetic  patient  achieve  his/lier  yoals  by 
usiny  a  problem-solviny  model  of  goal  identification, 
lecoyniziny  stienyths  and  weaknesses,  developing 
strategies  to  maximize  stienyths  and  oveicoiiie  or 
decrease  Weaknesses,  and  filially,  establishing, 
iiitpleiiien  t  iny ,  and  evaluating  a  plan. 

With  the  concept  of  self-caie  there  is  an  iinplicit 
notion  Lliat  patients  are  willing  and  able  to  Lake 
responsibility  for  their  Care  and  Lake  control  of  their 
health  manayeiiient  (Anderson,  1990).  Funnell  et  al 
'1991)  recoynize,  liuwevei  ,  that  "patients  who  are 
unaccus turned ,  unwilling,  or  unable  to  Lake 
responsibility  fur  their  lives  in  <.)t]ier  arenas  may  find 
it  difficult  to  begin  with  their  health  lare”  (p.  40). 
In  such  an  instance,  the  choice  remains  with  the 
patient;  if  he/slie  chooses  to  remain  a  passive 
recipient  of  care,  he/'she  is  responsible  for  tliat 
decision  and  its  subsequent  consequences  (Funnell  et 
al,  1991). 
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If  self-care  is  the  desiied  outcome  in  the 
manayement  of  chronic  illnesses  such  as  diabetes 
mellitus,  diabetes  education  must  be  a  process  designed 
to  improve  the  quality  of  the  patient's  life  by 
allowing  the  diabetic  to  take  charge  of  his/her  healtli 
through  recognizing  and  promoting  individual  strengths, 
informed  choices,  and  peisonal  goals  (Funnell  et  al , 
1991).  Incieasing  a  patient's  knowledge  and  skills  is 
impoilaiit  in  empoweLiug  liim/her  to  better  caie  foi 
himself/lielself  (Gessnel,  1989). 
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Application 

Adult  Educational  Concepts 

The  nursing  process  is  an  iiiteyral  aspect  of 
teaching.  The  ability  to  accurately  fit  the  teaching 
needs  and  capabilities  of  the  diabetic  patient  with  an 
individualized  plan  depends  on  a  thorough  nursing 
assessment,  nursing  diagnoses,  negotiation  and  goal¬ 
setting,  and  evaluation  between  the  patient  and  the 
nurse  (Resler,  1S83).  One  of  the  first  items  that  must 
be  assessed  is  the  patient’s  readiness  to  learn.  Resler 
(1933),  citing  Redman,  states  that  there  are  two  facets 
affecting  a  patieiit's  readiness  to  learn.  One  is 
his/Iier  emolioiial  readiness  or  motivatio)i.  Tlie  secoiid, 
composed  of  tire  patient’s  personal  background  of 
experiences,  skills,  attitudes,  and  learning  ability, 
is  known  as  experiential  readiness. 

The  newly  diagnosed  diabetic  patient  may  be 
grieving  the  loss  of  a  familiar  and  comfortable 
lifestyle.  Tire  denial  phase  of  tlie  grieving  process  rian 
greatly  decrease  the  patient’s  luolivation  to  learn  new 
health  practices  and  adopt  a  new  way  of  life  (Resler, 
1963).  Unfortunately,  because  of  the  life-tlrr eatening 
coiidi t nciis  associated  with  diabetes  mellitus  as  well  as 
the  shor  telied  leuytlr  of  the  hospital  stay  in  today’s 
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health  caie  euviionrueiit ,  waitiny  until  the  patient  ia 
willing  and  motivated  to  learn  is  not  a  conceivable 
possibility.  Resler  (1983),  in  citing  Pohl,  states  that 
the  learner's  motivation,  as  perceived  by  the  learner, 
will  be  directed  toward  the  most  pressing  need  at  the 
moment . 

In  addition  to  emotional  readiness,  experiential 
readiness  must  also  be  assessed.  Prior  ediicatlonal 
experiences,  interaction  with  the  health  care  delivery 
systeiii,  and  acquaintances  with  other  diabetics  all 
affect  the  educational  process  (Gessner,  1989).  In 
addition,  ''economic  realities  must  be  faced  early  in 
tile  teaching.  .  .  .the  patient  may  not  always  volunteer 
the  inf oriiiat ion  tllat  the  reooiiuitended  foods  and  Supplies 
liiay  be  beyond  his  reach  f  rnaiic ial  1  y  .  .  .  . '’  (Resler  ,  1983, 

p.  802  )  . 

Anderson  (  1990  )  found  tliat  the  day-to-day 
rnanayement  for  women  witii  diabetes  mellitus  was  a  daily 
struggle  with  botli  ecoiiomic  and  emotional  components. 
Aijder  son  states,  ''the  cost  of  caring  to  tlie  individual 
and  family  seems  to  be  overlooked,  or  else  it  is  taken 
for  granted  that  people  ought  to  assume  responsibility 
f<jr  their  care  regardless  of  wliat  tliis  means  for  tlieir 
everyday  lives"  (p.  76). 
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In  ctsse&siny  the  patient's  learning  ability,  it  Is 
important  that  the  patient's  ability  to  understand  and 
verbalize  ideas  as  well  as  his/her  ability  to  perform 
motor  skills  be  observed  (Resler,  1983).  Anderson 
(1990)  found  that  immigrant  families  who  do  not  have 
adequate  English  language  skills  are  at  a  special 
disadvantage  In  regards  to  their  ability  to  understand 
aiid  verbalize  thoughts  and  ideas.  Reading  level, 
special  senses  (i.e.,  hearing,  vision,  touch,  sinell), 
mental  function,  ajid  plrysical  condition  all  affect  a 
person's  ability  to  learn.  In  tlie  case  of  tlie  older 
learner,  it  is  important  to  consider  tlie  pliysiological 
and  patliopliysioloyical  changes  tliat  occur  as  a  part  of 
the  aging  process  (Kirk,  1989;  Resler,  1933). 

After  completing  tlie  assessment,  nursing  diagnoses 
related  to  tlie  patient's  perceived  educational  needs 
should  be  formulated.  Because  many  type  II  diabetics 
learn  of  their  diagnosis  when  tliey  present  witli  one  or 
more  of  the  complications  of  diabetes  (ADA,  personal 
communication,  March  17,  1993),  the  educator  must  be 
alert  to  possible  nursing  diagnoses  otlier  than  those 
related  to  diabetes  education. 

While  tile  nursing  diagnoses  help  individualize  the 
educational  plan  toward  the  uniqueness  of  the  patient 
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(Resler,  1933),  it  is  iuipeiative  tliat  the  patient's 
yoals,  not  tlie  nuise's  yoals  for  the  patient,  be  yiven 
prime  consideration.  Accordiny  to  the  ADA  (1986), 

Individual  needs  asse.ssment  provides  the  basis  foi 
the  instructional  pioyraivi  offered  to  each 
patient. . . .  Curriculum  and  instructional  materials 
sliould  be  appropriate  for  the  specified  taryet 
audience,  Lakiny  into  account  the  type  and 
duration  of  diabetes  and  tlie  aye  and  learxiiny 
ability  of  the  individual....  (pp.  ZXXVII I-XXXIX ) 
In  developiny  a  teachiiiy  plan  it  is  important  to 
remember  Llie  three  levels  of  teachiny  responsibility; 
coliLent  that  is  essential,  cc>ntent  that  is  important, 
and  tlidt.  wliich  is  desirable.  Reeler  (  1983)  cC'iiipares 
these  levels  tO  tlie  levels  of  perceived  need  wliich  the 
ADA  describes  as  the  survival  level,  the  home 
manayemejit  level,  and  tlie  lifestyle  level.  For  the 
patient's  eurvival,  level  one  or  content  that  is 
essential  to  maintain  life  must  be  presented  ttj  and 
mastered  by  the  diabetic  patient.  Examples  of  level  one 
instruction  include  the  foc>d  eXchanye  plan  as  well  as 
riisulin  or  oral  hypoylycemic  ayeiit  administration,  if 
part  of  the  patient's  reyriiie. 
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Am  aspect  of  Leacliiny  often  overlooked  when 
individualizing  a  plaii  for  a  patient  is  tlie  teaching 
style  oi  styles  that  will  be  utilized.  Many  teaching 
methods  dbound:  one-on-one  and  group  presentations, 
various  types  of  reading  material,  films  and  videos, 
computer -ass is ted  modules,  etc.  The  presentation 
style! s)  best  suited  to  the  patient  should  be  addressed 
wheii  assessing  tlie  patient's  experiential  readiness. 

Group  learning,  a  popular  method  for  education 
pr  eseiitat  ions  ,  t:an  be  profitable  by  allowing 
participants  to  inteiact  amongst  themselves  (Resler, 
1983),  According  to  .Armstrong  (  1982), 

adults  respond  positively  to  learning  environments 
in  whic’n  Lliey  can  inteiact  and  problem  solve  with 
ctlieis.  Small  groups  of  three  to  eiglit  allow  each 
person  an  opportunity  to  participate,  allow  for 
tile  groups  experience  to  be  used,  and  provide  an 
environment  in  wliich  each  persC'U  can  i-ier sonalize 
infc>r  Illation .  (p.22) 

Both  Resler  (1983)  and  Armstrong  (1982)  caution  against 
too  large  a  group  whereby  many  beiiefits  of  group 
participation  are  nullified. 

Kick  (1939)  states,  that  individual  teacliing  rather 
than  a  group  presentation  is  better  for  the  older 
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patient.  When  woiking  with  an  oldei  patient  Dellaseye 
(1990),  citiny  BLiiyaaf  and  Stanley,  lecowmends 
present iny  small  amounts  of  mcterial  at  a  slower  pace, 
ti'ie  use  C)f  written  and  verbal  cues  to  remind  tlie 
patient  of  points  previously  presented,  and  obtaininy 
feedback  at  the  end  of  each  seyment  and  pr ior  to 
beyinniny  a  new  session  to  help  focus  on  topics  tliat 
may  require  additional  reinforcement. 

Informal  teachiny,  and  aspect  of  one-on-one 
pi  eseii  tat  ions  ,  is  ofteli  undervalued  as  an  educational 
tool.  Darby  Russell,  R.N.,C.,  Certified  Adult  Nurse 
Pi  ac t itictuer  ,  and  Certified  Diabetes  Educator  (personal 
ooiiimunica t ion ,  Octcb<^i  1992)  and  Reslei  (1983)  bot’n 
state  that  unstructured  teachiny  such  as  reinforciny 
meal  planniny  as  the  menu  is  completed,  explaininy  and 
demonsti  atluy  skin  and  foot  care  wlien  yiviny  morniny 
care,  or  takiny  the  patient's  iiisulin  _iito  his/her  room 
and  carefully  explaininy  each  step  as  it  is  drawn  up 
can  have  positive  effects  on  the  educational  process.  A 
study  by  Funnell,  Donnelly,  Anderson,  Johnson,  and  Oli 
(1992)  found  that  educators  considered  individual  skill 
sessions,  individual  counseliny  sessions,  and 
individual  content  sessions  as  yenerally  effective 
educational  methods. 
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Readiuy  luatei  ial  is  arioLliei  inipui  taiiL  aspect  of 
patient  teachiinj.  In  the  study  conducted  by  Funnell  et 
dl  {1992),  educatOLs  consideied  booklets  as  both 
yenexally  effective  alid  ye.neially  CL'St-ef fective 
educational  inateiial.  Kickliyhlei  and  Stein  (1992), 
citiny  numeiuus  iefeLences,  stales  t'lal 

piinted  health  educatiuli  luaLei-ials  aie  extensively 
Used  in  client  education  pioyiaivis  and  can  be  a 
cos  t -ef  f  ec  t  X  ve  jiiethod  foi  CO)iaiiU;i  i  ca  L  x  Jiy  Ijealtli  and 
nulxition  messayes  and  diet  xnfol  aiat  i  on  .  HoweVel  , 
many  piinted  mateiials  may  nc>t  communicate  desixed 
messayes  because  of  poo:  leadability  and  a 
mismatcli  between  tlie  xeadiny  axid  coiupxeheiisic'n 
skills  of  clients  and  those  xequixed  fox  xeadiiiy 
axid  undex  s  tandiny  the  iiiatex  ials  (p.  40)  . 

Siminexio  ajid  Frith  (1993),  lefexeiicixiy  a  Study  by 
Doak  and  Doak,  note  that  iiiost  patient-education  leailniy 
material  was  evaluated  at  appx oximately  a  lOth-yxade 
xeadiny  level,  well  beyond  t]ie  comprehension  of  half 
the  American  adult  population.  In  a  similax  liylit, 
Kickliyhtex  and  Stein  (1993),  citing  work  by  Nitzke, 
agreed  that  most  instx uctioual  health  material  is 
written  at  the  9th-to-10th  grade  reading  level; 
however,  the  reading  ability  of  most  patients  is 
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usually  at  the  6tli-yrade  level  or  lower.  Results  of  a 
study  conducted  by  Klcklighter  and  Stein  (1993) 
suggests  that  "diabetic  clients  who  are  good  readers, 
youngei  in  age,  and  who  have  had  diabetes  for  a  longer 
pel iod  of  time  aie  ittost  likely  to  be  successful  in 
leading  and  coiiiprehending  the  printed  diabetic  diet" 

( P .  45). 

Videotapes,  slide/tapes,  audio  Cassettes, 
pi ogr aiiuiied  instruction,  and  computer-assisted 
instruction  are  additional  methods  used  in  educating 
patients.  In  the  study  by  Funnell  et  al  (1992), 
diabetes  educatois,  in  rating  the  effectiveness  of 
educational  materials,  considered  video  tapes  aiid 
slide/tapes  aS  geiieially  effective,  piogramiited 
instruction  as  modeiately  effective,  and  audio 
cassettes  and  computer-assisted  instiuction  as  laiely 
effective. 

While  computer-assisted  instiuction  is  not 
considered  a  traditional  method  for  patient  education, 
Aimstrong  (1989)  states  that  it 

Call  play  a  vital  role  in  assisting  patients  to 
interact  with  health  care  infoimation,  provide  a 
multitude  of  sel f-assessmeiit  questions,  and  be 
available  24  hours  a  day.  It  has  special  appeal  to 
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the  young  client  who  is  comfortable  with  the 
tedmologies  because  computers  are  used  in  their 
formal  educatioiial  proyrains.  (pp.  602-603) 

Kick  (1989)  states  that  elderly  patients  generally  do 
better  with  audio-\/isual  materials  because  they  can 
adjust  the  volume  to  accommodate  their  specific  hearing 
needs  as  well  as  rerun  any  part  of  tlie  piogram  as  many 
times  as  net^essary,  given  tliat  additional  tiitie  may  be 
needed  to  process  the  infor  mati<.)n . 

While  there  are  many  teacliiny  strategies 
available,  for  an  educational  program  to  be  effective 
it  should  be  individually  tailored  to  the  specific 
needs  of  eacli  patient.  This  involves  not  only  assessing 
file  patient's  readiness  to  learn,  but  also  ’nis/lier  past 
experiences  and  xjieferred  learning  style  as  well  as 
what  lie/she  wants  and  needs  froiii  tire  educational 
encounter.  According  to  tire  ADA  (Zimmeriiian  &  Radak, 
19S9),  diabetes  educrttic>n  call  help  the  patient  decide 
what  goals  lie/she  Wants  to  set  in  terms  of  managing  tlie 
diabetes  and  what  needs  to  be  done  to  reach  those 
goals.  A  well-individualized  program  allows  the  patient 
to  improve  the  quality  of  his/her  life  by  taking  charge 
of  his/lier  health  through  recognition  and  promotion  of 
individual  strengths,  informed  choices,  and  personal 
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yodlti;  iu  effect,  eiupoweiiiiy  tlie  patient  (Funnell  et 
dl,  1991). 

Iiiinlementatioii 

Tilt*  first  step  in  developiuy  a  diabetes  education 
proyiam  is  to  assess  tlie  needs  of  the  conuiiunity  or 
population  to  be  served.  Accordiny  tc>  the  ADA  (  1986), 

"a  successful  proyram  is  the  product  of  a  flexible 
policy  based  on  the  needs  of  the  community  it  is 
intended  to  serve"  (p.  XXXVI) .  Key  questions  to  answer 
duriny  the  assessment  process  include:  Wlio  will  benefit 
from  the  proyram  (adults?  children?  both?)?,  what  is 
the  mix  of  Type  I  and  Type  II  diabetics?,  How  many  are 
newly  diaynosed?,  Wliere  do  most  of  the  patients  live?, 
Is  it  safe  for  them  to  be  outside  at  niylit  (eitlier  in 
their  neiyhbor liood  or  l.he  area  near  tlie  education 
location)?,  Would  a  day  or  eveniny  proyram  be  better 
attended  (consider  the  location  as  well  as  the 
patient’s  aye)?,  Wliat  is  the  socioeconomic  status  of 
the  potential  paiticipants  (can  they  afford  the  proyram 
if  there  is  no  third-party  r  eimbuj.  sement? )  ?  ,  What  are 
tlie  healtli  beliefs  of  the  patients?,  and  are  there  any 
similar  proytams  beiny  offered  nearby?  (Fuqua,  1989). 

Another  question  tliat  needs  answer  iny  is  whether 
the  proyram  will  be  offered  in  the  inpatient  or 
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OtiLpciLieiit  settiiiy,  ul  both.  Educatluucil  irtdtelial 
ctpp L' op r i a L e  £oi  the  inpatient  seLtiny,  dccoioiny  to 
Maitinez  and  Deane  (1939),  it)  level  oiie  oi  suivivcil 
insti Lie ti'jii  foi  tliose  individuals  lecoveiiny  fiuni  an 
acute  illness.  Wheelei  and  Wai i en-Boulton  (1992! 
contend  that  "the  acute  care  hospital  is  not  the  best 
settiny  for  edmation  and  now,  more  often,  patient 
education  and  follow-up  services  sle  beiny  provided  on 
an  outpatient  basis"  (p.  36).  The  needs  of  tlie 
couiiiiuaity  should  determine  the  appropriate  settiny  for 
the  diabetes  education  proyram. 

Reyardless  of  the  settiny,  it  is  important  that 
the  education  proyram  adhere  to  quality  standards.  In 
the  outpatient  arena,  Tobin  (1992)  reports  that  most 
states  have  ut  least  oiie  diabetes  education  proyram 
tliat  receives  reimbursement  from  Medicare  (49  states), 
Medicaide  (37  states).  Blue  CrciSs/Blue  Shield  (43 
states),  or  private  insurers  (48  states).  Of  these 
proyrams,  all  "must  meet  quality  assurance  standards" 
and  the  proyrams  are  frequently  as]^ed  to  "demonstrate 
that  educational  services  result  in  cost  savinys 
tlirouyli  data  collection  and  malysis,  pilot  studies,  or 
research  projects"  (p.  42). 
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Whethei  the  diabetes  educatioii  pioyiani  adlieies  to 
the  qudlity  sLaiiddids  r ecommeiided  by  the  ADA  or  to  some 
other  standard,  it  is  imperative  that  the  proyiam 
provide  the  patient  with  an  under standiny  o£  the 
disease  as  well  as  witli  the  technical  skills  necessary 
to  iiianaye  it  (Ldsker,  1992).  If  the  ultimate  yoal  is  to 
empower  patients  so  t’ney  can  identify  their  personal 
yoals  based  on  tlieii  own  level  of  responsibility, 
values,  and  philosophy,  tlien  relevant  information 
should  be  "presented  in  teriiis  of  purposes,  costs,  and 
benefits  of  each  Self-care  option.  Aspects  of  tlie 
teyimen,  sucii  as  diet,  monitor  iuy,  and  medicatxons,  are 
presented  as  tools  tliat  patients  can  use  to  care  for 
tliemselves"  (Funnell  et  al ,  1991,  p.  39). 

According  to  Wlxeeler  and  War  r  en-Boulton  (  1992  ), 
the  ADA  has  developed  a  recognition  program  whicdi  is  "a 
national  system  desiyiied  to  evaluate  wljetlier  progiaj)i.s 
meet  the  National  Standards  and  associaled  criteria, 
and  thus  provide  quality  educatioii  for  individuals  with 
diabetes"  (p.  37).  In  addition  to  adding  credibility  tti 
tlie  education  program,  recognition  by  the  ADA  may  help 
achieve  or  maintain  third-party  reimbursement  (Wlieeler 
St  Warren-Boulton ,  1992  ).  The  ADA  (  1985  )  has  developed  a 
standardized  approach  to  developing  a  diabetes 
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educcitloii  pioyidiii.  A  lisLiny  oi  topics  to  be  pieselited 
lo  pdtielits  cdii  be  found  in  tlie  dppeiidix. 

Oii(.:e  the  pioyidiii  needs  diid  coiitent  IjdVe  been 
developed,  d  Cdiiipdiyn  to  dttidcL  pditicipdnls  iiil.st  be 
initidted  (i.e.,  llie  pioyidiu  must  l>e  uidsKeted).  Fuqua 
(1989)  stdteS  "dll  diabetes  education  ployidnis  ase  not 
Cteated  equal.  Youi  jolj  is  to  discovei  how  yom  proyiaiii 
can  be  distinyuished  from  others  in  the  comiuunity  and 
then  to  speak  about  it  and  peisuaJe  youi  tar  yet 
audiences  tliat  it  is  true"  (p.  211). 

Public  relations  (PR)  is  an  effective  and  almost 
essential  maiketiny  tool.  Fuqua  (1989)  points  out  two 
ciiti(.al  lules  in  planniny  PR  events.  Fiist,  clioose 
activities  tliat  will  lielp  accoiuplish  your  maiket 
objectives.  Second,  "milk  youi  successes  for  all  they 
are  worth"  (p.  213).  Fuqua  (1989)  notes  that  PR 
activ'ities  ale  "excellent  veljicles  to  ijicrease  cojisumei 
dWdieness  of  youl  services.  When  incorporated  into  the 
total  maiketiny  process,  they  can  also  become  the 
catalyst  for  free  media  exposure,  internal  support,  and 
ijicreased  staff  morale"  (p.  213). 

Related  to  PR  is  media  advertisiny  aiid  publicity. 
As  liealth  care  organizations  compete  for  revenue, 
methods  to  obtain  advertisiny  without  spending  excess 
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money  is  highly  sought.  Wliile  newspapei  feature 
stories,  ladio  and  television  talk  shows,  news 
releases,  and  community  dateline  or  activity  columns 
can  be  low-cost  oi  fiee  media  sources  (Fuqua,  1969), 
presentations  with  organizations  such  as  cliurch  groups 
or  the  Rotary  club  should  not  be  overlooked.  The  media 
source  or  sources  utilized  should  depend  on  tlie  message 
being  sent  and  the  audience  it  is  intended  to  reach 
(Fuqua,  1989), 

Evaluation  is  the  last  step  in  the  process.  The 
ADA  (1986),  as  one  of  its  standards,  notes  "the 
facility  should  review  the  educational  program 
periodically.  .  .  .  The  results  of  this  review  sliould  be 
used  in  subsequent  program  planning  and  mrdr f ication . 

An  assessment  of  each  patient’s  iieeds  .  .  .  s’nould  als<,)  be 
conducted  at  regular  intervals’’  (p.  XL).  Ah  part  of  Lhe 
process,  Fuqua  (1989)  advocates  evaluation  of  the 
marketing  program  for  "the  dialjel.es  proyram  that  is 
unmeasurable  and  not  evaluated  is  nut  worth  doing"  (p. 
21?).  T.)ols  tlrat  Calj  be  used  ilj  the  evaluation  process 
include  questionnaires,  maik^-ling  audits,  audits  of 
patient  records,  inquiry  rard-s,  and  ongoing  analysis  '.'f 
retrieved  data  (Fuqua,  1939). 
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A  didbetes  education  pioyiam  is  a  necessary  factor 
in  the  successful  care  and  inanayemeiit  of  the  diabetic 
patient.  To  attract  patients,  appropriate  marketing 
tecliniques  must  be  utilized.  To  keep  patients  from 
lookj.ny  elsewliere,  tlie  program  must  be  of  exceptional 
quality  and  meet  the  individual  needs  of  each  and  every 
patient.  In  addition,  tlie  program  must  be  continually 
evaluated  and  modified  to  meet  the  changing  needs  of 
tlie  patient  population.  This  is  the  challenge  for  the 
clinical  nurse  specialist. 
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Implication 

The  roles  of  the  clinicdl  nuise  specialist  (CNS) 
are  as  varied  and  diverse  as  the  settinys  and 
specialties  in  wlrich  CNSs  practice.  Accordiny  to  tire 
American  Nurses’  Association  (ANA,  1986),  the  CNS  is  a 
specialist,  educator,  consultant,  and  researcher.  In 
reality,  he/she  is  all  of  these  and  more.  Tire  CNS 
workiny  witlr  diabetic  patieirts  is  in  a  uniyue  position. 
He/she  is  able  to  practice  in  many  of  tire  roles 
attributed  to  tire  CNS. 

Clinician/  Advarrced  Practitioner 

Tire  CNS,  tlrrouyh  his/her  advanced  education, 
marrayemeirt  abilities,  and  expertise  iir  tire  clinical 
settiiiy,  is  equally  comfortable  workiny  with  patients, 
family  members,  nurses,  and  otlier  members  of  tire  health 
care  commuirity.  Because  of  this,  the  CNS  is  specially 
qualified  to  function  as  a  case  manayer ,  workiny  with 
the  more  complex  patieirt  care  situations. 

The  diabetic  patient  and  his/lier  support  system 
present  an  inter estiiry  challenye  to  the  CNS.  The  myriad 
of  potential  complications  related  to  diabetes  mellitus 
ate  well-documented  (Bransome,  1992;  Diabetes  Facts. 
1988;  Guthrie  &  Guthrie,  1983;  Little,  1991;  Thompson 
et  al ,  1986)  .  It  is  also  known  that  with  proper  care 
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and  LiedLaieiit,  iiiany  of  tiies«=;  coiiiplications  need  not 
occur  or  can  retum  to  uormai  (Lasker,  1992;  Tlioiupsou 
et  dl,  1986;  Ziiiuiiel mail  &  Rdddk,  1989). 

Tlie  CNS  as  a  case  liianayei  can  coordinaLe  tlie  care 
and  services  between  various  specialties  to  ensure  tliat 
the  patient  receives  early  preventative  and  onyoiny 
jiiedical  care.  Tlie  ANA  (1986),  defiiiiny  the  role  of  CNS, 
states  tlidt  one  aspect  is  to  "take  responsibility  for 
coordination  of  care  that  involves  other  health 
pi ofessionals  or  resources,  tliereby  providiny 
continLiity  and  helpiny  the  client  deal  effectively  wrtli 
the  health  care  system”  (p*.  3). 

If  no  Case  manayer  position  is  available,  the  CNS 
is  equally  capable  of  providiny  direct  patient  care. 
Spdra<.:ino  and  Cooper  (1990),  citiny  both  Christman  and 
Kaiiiiic,  state  "in  addition  to  improviny  the  level  of 
care  received  by  thc'se  patients  with  whom  the  clinical 
nurse  sper'ialist  interacts  directly,  tlie  ultimate 
yoal  .  .  .  is  to  improve,  throuyh  role  modeliny,  tire 
overall  quality  of  care  delivered  by  nurses"  (p.  14). 

Within  the  direct  patient  care  settiny  Koetters 
(1989)  identifies  a  number  of  nursiny  interventions 
routinely  performed  by  the  CNS.  Amony  these  are:  total 
patient  care,  administer iny  a  complicated  therapy  or 
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Li edLuieiit ,  pioviJiug  eiuotioiial  suppoi  t  foj.  the  pdtieiit, 
family,  diid  staff,  Jolny  complex  dischaige  plaiiuiiig, 
diid  piuviding  patient  education,  eitliei  individudlly  or 
in  a  small-yioup  setting. 

Wheii  tile  CNS  is  seen  delivering  direct  patient 
Cdre,  an  important  message  is  sent  to  the  stdff, 
pliysicians,  and  administrators.  Tlie  message  delivered, 
dccording  to  Koetters  (1989),  is  tiidt  "the  CNS  is  a 
nUi se  first,  with  expertise  in  a  pdiLiculdr  specialty, 
as  well  ds  d  consultdiit,  an  educator,  or  a  researcher" 
(p.  lie). 

Educdtor 

Tlie  CNS  working  with  diabetic  patients  is  in  a 
unique  position  to  educate  not  only  the  diabetic 
patient  and  his/her  support  system,  but  also  staff 
members  who  care  for  diabetic  patients  and  tlie 
community  at  large.  In  addition  to  teacliing  patients, 
families,  and  communities,  tlie  ANA  (1986  )  notes  tlie 
CNSs  educatioiidl  role  also  includes  providing 
"information  when  there  is  a  knowledge  deficit  and  wlien 
new  information  is  needed  to  resolve  a  health  problem 
or  improve  the  quality  of  care ....[ functioning J  as  a 
role  model  and  pr eceptor . . . . a  d  Fupdatinyl  nurses’ 
knowledge  in  continuing  education  programs"  (p,  3). 
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Tilt;  advanced  piactice  niitse  ”bi  iiiyt  to  the  liealtli- 
teacliiiiy  activity  knowledye  of  how  people  learii  and 
what  stiateyies  to  Lise  and  has  access  to  a  vast  siray 
of  coiiiiiiei cialiy  and  individually  prepared  teacliiny 
aids"  (Resler,  1983,  p.  799).  In  woikiny  with  patients 
and  their  family  members,  tlie  CNS,  thronyh  assess iny 
the  patient's  readiness  to  learn,  liis/liei  past 
experiences  and  preferred  learniny  style  as  well  as 
what  lie/she  wants  and  needs  from  the  educational 
encounter,  is  able  to  combine  appropriate  teaching- 
learniny  tlieories  with  clinical  expertise.  Tlie  end 
result  is  a  pioyram  with  individualized  subject  matter 
for  the  learner  whicli  is  tailored  to  the  setting 
(Sparacrno  &  Cooper,  1990).  The  ADA  (1986)  stresses 
that  an  ilid  I V  idual  iced  needs  assessment  shoi.ild  be  the 
backbone  of  any  dialietes  instructional  proyram. 

Teacliiny  diabetics,  tlie  CNS  may  focus  on 
individual  or  group  ediication.  For  the  individual 
patieiit,  tlie  CNS  might  evaluate  tlie  patient's  learning 
needs  during  and  following  hospitalization,  formiilate  a 
teacliiny  plan,  implement  tlie  plan  or  assist  the  staff 
in  implementing  it,  and  assess  tlie  effectiveness 
tlirouyh  follow-up  (Priest,  1989).  Working  with  groups, 
the  CNS  could  develop,  market,  and  manage  an  inpatient 
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and/or  outpatient  diabetes  education  program.  Depending 
on  the  needs  of  the  comiiiunity ,  a  variety  of  special- 
interest  foci  could  be  offered,  such  es:  children  and 
diabetes,  senior  diabetics,  Spanish-speaking  diabetics, 
diabetics  on  a  limited  budget,  etc. 

If  the  CNS  is  working  with  an  outpatient  education 
program,  attracting  and  retaining  clientele  through 
marketing  strategies  is  important  and  necessary. 
Community  education  projects  can  be  such  an  avenue.  By 
presenting  a  short"  program  about  diabetes  to  consumer 
groups  and  plugging  the  program  with  which  the  CNS  is 
most  familiar,  the  CNS  accomplishes  two  things.  First, 
he/she  increases  the  knowledge  level  of  the  general 
public  about  diabetes  mellitus  and  available  resources. 
Second,  and  perhaps  most  important,  the  CNS  acts  as  an 
"ambassador"  for  nursing,  promoting  the  role  of  the 
nurse  in  the  health  care  setting.  Regardless  of  where 
the  education  program  is  offered  or  which  type  of 
program  is  offered,  it  is  extremely  important  that  the 
CNS  insure  that  the  teaching  style  as  well  as  the 
Instructional  level  and  content  are  parallel  with  the 
experiential  readiness  and  comprehension  skills  of  the 
patients  or  clients. 
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The  dimensions  of  the  CNS  involve  mote  than  just 
education.  According  to  Piiest  (1989),  "the  CNS  must 
find  appropriate  expression  of  the  educdtor  subrole  eind 
still  balance  the  remaininy  roles  of  consultant, 
clinical  expet t,  and  researcher"  (p.  164). 

Consultdint 

Consulting,  a  concept  widely  accepted  and  used  in 
the  business  world  for  years,  is  slowly  making  its  way 
into  nursing.  In  simplistic  terms,  Cohen  (1985)  states 
that  a  consultant  is  "anyone  who  gives  advise  ot 
performs  other  services ...  in  return  for 
compensation. .. .The  important  thing  is  that  you  [the 
consultant]  have  the  necessary  experience, 
qualifications,  and  skills  to  help  with  a  task  that  an 
individual  ot  company  wants  performed"  (p.  2).  A 
consultation  project  is  a  process  in  wliich  an 
individual  with  special  expertise  is  invited  or 
requested  to  assess,  plan,  and  suggest  implementation 
for  resolving  a  problem  (Barron,  1989). 

Sparacino  and  Cooper  (1990),  citing  work  by 
Kohnke,  describe  three  types  of  consultation.  The 
expert  consultant  has  unique  skills  and  is  utilized  to 
prescribe  approaches  or  solutions  for  a  specific 
problem  or  situation.  A  process  consultant  is 
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essentially  a  chduye  ayent,  enabliny  the  consultee  to 
make  a  decision  in  a  specific  instance  and  in  future 
situations.  Lastly,  the  resource  consultant  yathers  and 
provides  relevant  information  to  the  consultee  thus 
enabliny  him/her  to  make  an  informed  decision  based  on 
the  widest  ranye  of  possibilities. 

Each  form  of  consultation  has  an  identifiable  set 
of  components:  the  consult  is  initiated  by  the 
consultee,  the  relationship  between  the  two  is 
temporary,  the  consultant  role  is  advisory,  and  the 
consultant  is  not  responsible  for  the  implementation  of 
his/her  recommendations  (Nail  &  Sinyleton,  1986; 
Sparacino  &  Cooper,  1990).  Citiny  Laureau,  Sparacino 
and  Cooper  (1990)  propose  six  steps  to  the  consultation 
process:  yaininy  eiitrance  into  tire  system,  neyotiatiny 
with  the  consultee,  identifyiny  the  problem,  developiny 
interventions,  inter veniny,  and  evaluatiny.  Tire  ANA 
(1986)  defines  the  client  or  consultee  as  a  community, 
ayency  yroup,  family  individual,  or  colleayue. 

The  supportive-educative  system  of  Orem's  self- 
care  deficit  model  (Ebon  et  al,  1989)  as  well  as  tire 
patient  empowerment  model  outlined  by  Funnell  et  al 
(1991)  fit  nicely  with  the  resource  consultant  role 
described  by  Sparacino  and  Cooper  (1990).  As  a  resource 
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consultant  to  the  diabetic  patient,  the  CNS  would 
infoim  the  patient  of  I'elevant  self-care  options, 
presenting  each  in  terms  of  the  costs,  benefits,  and 
purposes.  Once  the  patient  has  an  understanding  of 
his/her  choices  and  the  consequences  of  each,  the 
patient  can  make  an  informed  decision  regarding  which 
self-care  options  he/she  would  wish  to  utilize. 
According  to  Fitzgerald  (1980),  patients  are  ultimately 
"in  control  of  their  health  and  health  care  and  are  the 
principal  decision  makers  in  managing  the  chronic 
disease"  (p .  58 )  . 

As  an  advanced  practice  clinician,  the  CNS  may  be 
called  upon  to  develop  a  plan  of  care  for  a  diabetic 
patiejit  presenting  with  numerous  complications.  Sucli  a 
patient  would  most  likely  require  total  or  near  total 
care.  The  CNS  would  therefore  choose  to  develop  a  care 
plan  applicable  to  the  patient  in  the  wholly 
compensatory  or  partly  compensatory  nursing  system  of 
Orem's  model.  The  CNS  might  also  be  requested  to  assist 
with  a  patient's  complex  discharge  planning  needs.  In 
both  of  these  situations  the  CNS  would  be  functioning 
in  the  expert  consultant  role  (Sparacino  and  Cooper, 
1990)  . 
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As  a  process  consultant  (Sparacino  &  Cooper, 

1990),  the  CNS  might  be  asked  to  develop  a  listing  of 
local  resources  such  as  support  groups  and  educational 
offerings  for  the  diabetic  patient.  With  a 
comprehensive  listing,  the  CNS  and  staff,  working  with 
the  patient,  would  easily  be  able  to  refer  a  patient, 
now  or  in  tlie  future,  to  a  resource  particularly  suited 
to  his/her  needs.  Tliese  patients,  obviously,  would 
require  supportive-educative  nursing  actions.  It  is 
possible,  however,  that  the  patient  might  require  care 
in  a  wholly  or  partly  compensatory  system.  In  sucli  a 
case  tire  CNS  or  staff  could  refer  the  patients  support 
system  or  care  giver  to  a  resource  suited  to  his/her 
particular  needs. 

As  a  consultant,  the  CNS  is  able  to  function  in  a 
very  dynamic  role.  Depending  on  tire  needs  of  the 
consultee,  the  CNS  might  find  himself/her  self 
performing  in  a  variety  of  consultative  opportunities. 
Researcher 

Defining  the  role  of  CNS  researcher,  the  ANA 
(1986)  notes  that  the  CNS  contributes  in  his/her 
specialty  area  through  "generating  and  refining 
research  questions,  interpreting  research  findings  and 
applying  them  to  clinical  practice,  educating  other 
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uuises  about  research  findings,  collaborating  in 
designing  and  conducting  research,  and  communicating 
research  findings  tluough  publication"  (p.  4).  wliilt* 
the  research  role  may  appear  elusive  and  difficult,  it 
is  essential.  Citing  Jacox,  Sparacino  and  Cooper  (1990) 
note  that  only  through  research  can  "the  scientific 
basis  for  nursing  practice  be  expanded”  (p.  33). 

While  the  experienced  CNS  may  have  little 
difficulty  implementing  the  researcher  role,  the  ]iovice 
CNS  should  start  slowly  and  advance  as  his/her 
competence  and  confidence  increases.  In  the  clinical 
setting,  the  CNS  is  in  an  ideal  position  to  identify 
nursing  practice  problems  and  formulate  lesearch 
questions.  As  noted  by  McGuire  and  Harwood  (1989), 
"while  many  research  questions  may  be  generated  by  the 
CNS,  assistance  may  be  required  depending  on  the 
complexity  of  the  problem  identified"  (p.  176). 

The  novice  CNS  should  also  be  able  to  interpret 
research  findings  and  apply  them  to  the  clinical 
setting.  In  addition,  there  should  be  little  difficulty 
noted  in  educating  other  nurses  about  research  findings 
pertinent  to  their  area  of  practice.  By  reviewing 
current  research  findings  and  applying  appropriate 
solutions  to  the  clinical  setting  as  well  as  informing 
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other  nurses  of  the  siguificance  of  the  current 
research,  the  CNS  should  be  able  to  improve  patient 
car  e . 

The  CNS  working  with  diabetic  patients  should  be 
able  to  conduct  research  in  a  variety  of  settings.  The 
simplest  may  be  to  collaborate  with  manufacturers  of 
various  pieces  of  equipment,  such  as  insulin  pumps,  to 
compare  efficiency,  reliability,  patient  comfort, 
complications  related  to  the  equipment,  etc.  If  certain 
equipment  is  clearly  superior  to  another,  the  CNS 
would,  in  the  interest  of  improved  patient  care, 
recommend  that  only  the  superior  equipment  be  used. 

A  standard  of  practice  in  diabetes  education  is  to 
annually  review  the  education  program  for  process  and 
outcome  (ADA,  1986).  In  fulfilling  this  criterion,  the 
CNS  might  be  able  to  compare  and  evaluate  various 
approaclies  to  instruction  (i.e.,  written,  verbal,  and 
computer-assisted  or  individual  and  small  group) . 
Results  of  these  findings,  while  ultimately  used  to 
improve  and  modify  the  program,  could  also  be 
communicated  to  otlier  diabetes  educators  through 
professional  journals. 

Regardless  of  whether  the  CNS  is  primarily 
affiliated  with  the  inpatient  or  outpatient  setting. 
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numerous  opportunities  to  fulfill  the  role  of 
researcher  present  themselves.  Using  the  research 
process,  CNSs,  both  expert  and  novice,  promote 
scientific  inquiry  to  impiove  clinical  practice  in 
their  individual  specialty. 
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Suuunaiy 

By  virtue  of  his/her  clinical  expertise  and 
advanced  education,  the  CNS  often  functions  as  a 
specialist,  educator,  consultant,  and  researcher.  In 
such  roles  the  CNS  can  be  found  inter  acting  with 
patiejits,  faiiiily  iiieiiibers,  nurses,  and  other  members  of 
the  healtli  care  team  as  well  as  the  general  public. 

Because  of  the  complexity  of  tlie  diabetes  disease 
process,  the  CNS  is  in  a  challenging  position  to  affect 
patient  compliance  through  consultation  and  education. 
Working  closely  in  the  patient  care  setting,  patients, 
families,  staff  members,  and  the  general  public  often 
view  the  CNS  as  a  role  model.  As  such,  the  CNS  is  seen 
primarily  as  a  nurse,  with  the  other  roles  taking  a 
back  seat.  In  addition,  his/her  expertise  as  a 
clinician  often  necessitates  the  CNS  work  directly  with 
other  health  pr ofessionals  as  a  coirsultaiit,  educator, 
or  researcher . 

Sparacino  and  Cooper  (1990)  note  that  the  nurse 
educated  to  function  as  a  CNS  has  a  foundation  that 
provides  him/hei  with  the  versatility  and  adaptability 
for  the  CNS  role  as  well  as  a  multitude  of  other 
possibilities.  In  addition,  Sparacino  and  Cooper  also 
note  that  "it  is  the  clinical  nurse  specialist  who 
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successfully  integrates  advanced  clinical  practice, 
consultation,  education,  and  research  and  maintains 
client-based  practice  as  the  primary  focus,  who 
promotes  the  viability  and  visibility  of  the  role"  (p. 
37)  . 
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Appendix 


Standard 

The  program  shall  be  capable  of  offering  information  on 
each  of  the  following  content  items  as  needed: 

a)  general  facts 

b)  psychological  adjustment 

c)  involvement  of  the  family 

d)  nutrition 

e)  exercise 

f)  medications 

g)  relationship  between  nutrition,  exercise,  and 
medication 


li)  monitoring 

i)  hyperglycemia  and  hypoglycemia 

j)  illness 

X)  complications  (prevent,  treat,  rehabilitate) 

l )  hygiene 

m)  benefits  and  responsibilities  of  care 

n)  use  of  heal  til  care  systems 

o)  community  resources 
Review  cr iter ia 


Each  program  content  area  has  written  and  measurable 
behavioral  objectives,  a  content  outline,  a  designated 
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instructional  method,  instructional  materials,  and  a 
means  of  evaluating  the  achievement  of  objectives. 
Standard 

The  applicant  shall  specify  the  mechanism  by  which  the 
curriculum  shall  be  reviewed,  approved,  and  updated. 
Review  criterion 

The  curriculum  is  annually  reviewed  and  approved  by  the 
advisory  committee  and  modified  accordingly. 


Source;  National  Standards  for  Diabetes  Patient 
^ucatlon  and  American  Diabetes  Association  Review 


i,  1986,  p.  XXXI. 


